This narrative literature review focuses on family factors that might be amenable to intervention using family therapy (n = 126). Domains of interest include parent/child interactions, inter-parental relationships, child characteristics, parental characteristics, wider system factors, treatment needs and moderators.
examine in more detail family factors that are associated with suicidal behavior among children and adolescents (Ougrin et al., 2012) . In this narrative review we have focused on familyfactors that might be amenable to intervention using family therapy such as family environment, perceived support and factors likely to have a significant impact on the progress of therapy, and although not directly addressed in family therapy, are amenable to intervention using other resources or agencies, for example parental mental illness, educational experiences and family poverty guided by the principles of appraisal of clinical evidence (Oxford Centre for Evidence-based
Medicine, 2009) .
We have organised our review into sections on parent-child interaction, including perceived parental support; inter-parent al relationships; child characteristics; parental characteristics; wider systems issues; and factors that influence treatment outcomes.
Parent-child interactions
Three overarching reviews (King et al., 2008; Michelson et al., 2012; Wagner et al., 2003) of quantitative research into family factors related to self-harm among children and adolescents reach similar conclusions and identify family interactions, pathology, attachment, child maltreatment, socialization, scapegoating and overall cohesion as important factors. , took a different approach reviewing intervention studies to explore possible means of protecting adolescents from self-harm and noted that family adaptability and cohesion are protective, and family conflict a risk factor in this population. Similarly Glenn et al., (2015) and Tompson et al., (2012) note that family involvement and the enhancement of child and parent skills are the hallmarks of successful treatment in this area.
Parental support
We identified several longitudinal studies with complex and sometimes contradictory findings regarding parent-child interactions. Connor and Rueter, (2006) recruited 451 families with children aged 12/13 years and collected further data at ages 14, 16 and 17 years, using observational and self-report methods. Over this period around one third (32%) reported suicidal ideation, 14% made a plan, and 4% made a suicide attempt. Structural equation modeling by the authors suggested maternal warmth had a direct negative association with adolescent suicidality, whilst paternal warmth had an indirect negative association mediated via adolescent emotional distress. Surprisingly, observable parental hostility did not predict adolescent emotional distress or suicidality. Kidd et al., (2006) , used data from the National Longitudinal Study of Adolescent Health in the USA (Wave 1: 9,142 adolescents in grades 7-11 in a representative population sample, median age = 16) to explore the interactive effects of parent, peer and school relations at Wave 2 (1-1.5 years after Wave 1) with suicide attempts reported at Wave 2 but also interactions with Wave 1 risk factors and gender.
Female gender, history of prior attempts and depressive symptoms (although not a substantial effect) increased the likelihood of reporting attempted suicide. Feeling more connected to parents reduced the likelihood of attempted suicide. For boys with a past attempts and poor peer relations, the protective effect of high quality parent relations was bolstered by school connectedness.
A large and robust 21 year longitudinal study (n= 1265) in New Zealand found that social background, family and youth functioning measures aged 0-16 years were related to suicidal ideation and attempts aged 15-21 (Fergusson et al., 2000) . Predictors of suicidal behaviour were: socioeconomic adversity, marital disruption, poor parent child attachment, and sexual abuse in childhood, and neuroticism/ novelty seeking in adolescence. With the exception of the socioeconomic and personality factors, childhood factors were mediated via mental health problems and exposure to stressful life events during adolescence/ early adulthood.
Other recent, cross sectional studies have highlighted the importance of perceived family support. Fleming et al., (2007) used data from New Zealand Adolescent Health Survey (9,570 randomly selected year 9-13 students of whom D symptoms, alcohol abuse, suicide attempt by a friend, and non-heterosexual attraction were associated with increased risk of suicide attempt. Family factors associated with increased suicide attempts were suicide attempt by a family member and family violence. Parents and other family members caring were associated with decreased risk of suicide attempt. Non-family protective factors were teachers being fair and feeling safe at school. (2007) , used questionnaire data from a convenience sample of 1,083 16-year old school children to explore models of risk factor interaction using structural equation modeling. Suicidality was strongly and independently predicted by depression, substance misuse and attitude to death (seeing death as a way out of problems). Adolescent stress and stressful events had a powerful indirect effect by intensifying depression, substance misuse and attitude to death. Support from family and friends were protective by lessening the intensity of attitude to death and reducing stress. The impact of family support was much stronger than that of peer support.
Cheng and Chan
Flouri and Buchanon (2002) distributed 8500 questionnaires to 14-18 year olds in schools and youth groups in the UK but had a low response rate (2722/ 8500 = 32%).
Adolescents who reported higher positive parental involvement were less likely to report a suicide attempt. Groholt et al., (2000) compared all 13 19 year olds from N with a sub-set of a representative population sample from the same region who reported self-harm (n=141), and with the rest of the population sample. They found similar risk factors in both groups although more powerful associations in the hospitalised group, thus: depression, disruptive behaviour disorders and anxiety, low self-esteem, poor perceived support from parents and peers, parental drinking and low socioeconomic status. Ponnet et al., (2005) conducted a cross sectional, representative study using a school-based sample of 2707 adolescents aged 12-17 years in Belgium. They found that boys in a single parent family, and girls in a -those in other family structures. These associationsheld after controlling for perceived quality of the parent-adolescent relationship. B which a adolescent engaged in NSSI had lower parent education, more parental joblessness, and lower income. Adolescents with NSSI reported more parental behavioural and psychological control but perceived equal parental support. A combination of high parent reported control with low support was also associated with NSSI. In a similar study of 367 Belgian adolescents (mean age = 16.07 years) these researchers highlight the direct impact of poor emotional support and criticism on frequency of NSSI in addition to indirect effects via depression and self-criticism (Baetens et al., 2015) .
A series of recent studies with smaller clinical samples have also supported the role of family support. In Finland, depressed adolescent outpatients (mean age 16.4 years) reporting DSH were younger, more severely depressed, used more alcohol and perceived less family support than depressed adolescents without DSH (Tuisku et al., 2009) . In Israel 53% of consecutive admissions (n=100, mean age -harm) reported less maternal care and more overprotection on the Parental Bonding Index (Freudenstein et al., 2011) . A further study in an Israeli emergency department, 24 consecutive admissions following self-poisoning found these patients were more likely to perceive their mothers as more controlling and less caring, and their fathers as less caring, than a comparison group. These findings remained after controlling for level of psychological symptoms (Diamond et al., 2005) . A mixed community and clinical sample study of 124 adolescents in Quebec reported problematic relationships with their parents, but with their siblings (Seguin et al., 2004) . In Turkey, 30 young people (mean age = 17.6 years) who had of psychiatric disorder and higher depression scores on Beck Depression Inventory, as well as significantly poorer coping skills and poorer problem solving, communication and general functioning scores on the Family Assessment Device, when compared with matched controls (Fidan et al., 2011) . A small follow-up study of 58 adolescents found that the relationship between family functioning and ongoing suicidality was disappeared after controlling for depression (Spirito et al., 2003b) .
Perceived lack of parental support is also implicated in self-harm in specific circumstances, for example where young people have experienced abuse or in the context of bullying (see later sections on Abuse and on Bullying).
Perceived support may be important, however Kerr, Preuss and King (2006) using data from 220 psychiatrically hospitalised adolescents aged 12-18 who had attempted suicide or expressed suicidal ideation, found that the relationship between social support and psychiatric impairment varied by age, gender and source of support; in girls, low perceived family social support related to greater hopelessness, depressive symptoms and suicidal ideation. In boys, high perceived peer social support related to greater hopelessness, depressive symptoms and suicidal ideation. Other studies have posited a key role for emotional dysregulation (Adrian et al., 2011) or depression (Shilubane et al., 2014) in mediating the relationship between family and peer relational problems and self-harm.
The role of parental support is thus complex and there are conflicting findings.
Nevertheless, a number of large, well-conducted studies concur that factors such as perceived parental warmth, connectedness to parents, and parental support may be protective and reduce the risk of self-harm. Perceived peer and school support may also be beneficial but the association is not as strong as that with parents. Gender and the presence of psychiatric disorder, especially depression may mediate or moderate this relationship but it still seems to be of great importance. The implication for therapists is that facilitating conversations that explore how families construct ideas like parental support and attempts to increase the perception of support may protect against further self-harm.
Parental awareness of suicidality
Parents, caregivers and teachers may not be aware of the suicidality of their child, or recognize the full extent of it, even in high-risk populations (Klaus et al., 2009; Spirito et al., 2003a; Thompson et al., 2006) . The limited research in this area suggests moderate agreement at best with parental mental illness, child function and gender being factors having an impact on levels of agreement about suicidal phenomena although with mixed findings. A large community-based study (n = 1,046) of children at risk for maltreatment reported that among children reporting suicidal ideation three quarters had parents who were not aware of this and 9/10 had teachers who were not aware of this issue (Thompson et al., 2006) . In a study of 448 psychiatrically hospitalized adolescents, those who perceived lower levels of family support and those with a history of multiple attempts were more likely to report a suicide attempt, which their parents had not identified. Parents with history of depression were more aware of their offspring suicidal ideation (Klaus et al., 2009) . A small qualitative study (n=23) of Tier 3 CAMHS clients in the UK of therapy with this population (Anderson et al., 2012) .
Models of family function
Several good quality qualitative studies have attempted to construct models to assist clinicians working with self-harm in the family context. Working with Latina teenagers who have attempted suicide, Gulbas et al., (2011) posit three patterns of family interacting. In reciprocal families, four themes of commitment, respect, awareness and authority were present and associated with fewer attempted suicides. In asymmetrical families the four themes were present but mostly unidirectional and more attempted suicides were observed. In detached families, where attempted suicide was common, the themes themselves were absent. Anderson et al., (2012) , analysed of case records of 23 young people aged 9 undergone an extended 5 session, psychodynamically informed assessment. They concluded that the young people were struggling with two incompatible views of reality: one represented by overt family views and their own perceptions of reality. Fortune, Stewart, Yadav and Hawton (2007) carried out a qualitative analysis of 27 young people aged under 25 who had died from suicide. Analysis of chronological life charts of potentially relevant factors from inquest and health records, and from informant interviews, identified three types of suicidal process: 1.
Longstandingbehavioural problems spanning home, school and peers; 2. Psychiatric disorder with two sub groups longstanding and acute suicidal process; and 3.
Acute stress in response to life events with absence of previous mental illness of selfharm.
Although these models have not been subjected to rigorous empirical testing, the possibility of a lack of reciprocity or of differing perspectives on family reality being related to self-harm present ideas that could be of interest to therapists when considering the direction of therapy.
Expressed emotion
Expressed emotion has been associated with suicidal behavior among adolescents: EE, measured by the 5 minute speech sample, and parental criticism were associated with self-injurious thoughts and behaviours in a small sample of 36 adolescents (Wedig et al., 2007) . In a separate study of 95 adolescents (mean age = 15.5 years) with a diagnosis of Bipolar I or II, high parental expressed emotion symptomatology or family adaptability or cohesion measures (Ellis et al., 2014) . A further study of 160 young people aged 7-17 with Bipolar illness found that those with suicidal ideation reported more conflict with mother, less family adaptability, and a greater number of stressful events (Goldstein et al., 2009) . A larger 5-yearfollow-up study by this group (n = 413, mean age 12.6 years) emphasized the importance of individual and family history of depression (Goldstein et al., 2012) .
Perceived parental invalidation, which overlaps with the concept of EE, was particularly problematic for boys in a 6-month follow-up study of n=119 adolescents who had been psychiatrically hospitalized (Yen et al., 2015) .
Abuse
Childhood experiences of abuse tend to co-occur in families who are struggling with multiple adversities (Fortune et al., 2005) and these victimisation experiences are thought to disrupt the development of emotional regulation skills (Hooven et al., 2012) . Poor emotional regulation is a hall-mark of many adolescents who engage in suicidal behaviours. A longitudinal study of 123 young adults found that those exposed to multiple forms of victimization (including emotional, sexual, physical, witness to violence and property theft) had greater levels of distress and that family dysfunction compounds the effect of victimisation. Conversely, family support moderated the effect of childhood abuse experiences among those with multiple exposures to violence (Hooven et al., 2012) . Haynie et al., (2009) evaluated data from the US longitudinal ADD Health Study of 11,949 adolescents and suggested that exposure to violence truncates adolescence and leads to a precious role exit or early entrance to adulthood which may be observed via behaviours such as dropping out of school, criminal behavior or suicidality. Intimate partner violence (from a partner) (OR = 1.62) and exposure to CSA (OR = 1.92) increased the odds of a suicide attempt.
The cumulative and additive effects of abuse, particularly young people exposed to both sexual abuse and physical abuse, is being increasingly recognized (Fergusson et al., 2000; Haynie et al., 2009; McMahon et al., 2010; K. D. Ryan et al., 2000; Wan et al., 2010) and also interacts with a family history of suicidal behavior to increase risk (Lopez-Castroman et al., 2015) . The possibility of abuse should always be considered when working with children and young people but especially so in the context of self-harm.
Inter-parental relationships
Parental conflict and getting along poorly are associated with both medically serious suicide attempts and suicide deaths (Beautrais, 2003) . Parental divorce is a stressful experience for families and has associated with increased risk of suicidal behaviour (Beautrais, 2000; Kokkevi et al., 2012) , although not in all studies (Wan et al., 2010) and may be explained by the increased rates of psychopathology among adults whose marital relationships fail or mediated by quality of the parent/child relationship (Bridge et al., 2006) . The data are inconclusive about the impact of various family structures on suicidal behaviours among adolescents (Evans et al., 2004; Sweeney, 2007) although living with neither biological parent emerges in a robust longitudinal study (Nrugham et al., 2008) .
Child characteristics

Child Mental Health
This review is focused on family factors but the role of child mental health is covered briefly as it is so significant and as the presence of mental health problems in young people is inextricably linked to the other family factors associated with self-harm discussed here. A systematic review of psychiatric disorders in people presenting to hospital after self-harm found that formal psychiatric diagnoses were recorded in four fifths of young people (Hawton et al, 2013) . Multiple diagnoses were recorded in most cases, with mood disorders the most frequent, usually depression. Substance misuse, anxiety disorders, adjustment disorders, attention deficit hyperactivity disorders and conduct disorders were alsopresent in a significant minority of cases. Clearly an assessment of thepresence of significant mental health problems in the individual young person needs to be a key part of any assessment following selfharm.
Heritability of suicidal behaviours
In clinical practice parents often ask if their child has inherited suicidal behavior or caught it from peers there is consensus based on a range of study methodologies including twin, adoption and family studies that suicidal behaviour does run in families. This risk is over and above the heritability of mental illness between generations (Brent et al., 2002; Bridge et al., 2015; Cox et al., 2012; Mann et al., 2005) . The general trend in findings is the pattern of risk is similar for both fatal and non-fatal suicidal behavior. Impulsive aggression among parents and offspring (Cox et al., 2012) increases risk of suicidal behavior among young people ADDIN EN.CITE (Brent et al., 2015; Brent et al., 2002) and may be mediated by childhood sexual abuse (Mann et al., 2005) and in another study a parental history of sexual abuse (Melhem et al., 2007) . A recent prospective study of offspring of adult suicide attempters with a mood disorder (n = 701, mean age 17.7 years) used a path analysis to demonstrate a direct effect of parental suicide attempt on risk of attempt by their child, a strong effect of offspring mood disorder and the role of impulsive aggression as a precursor to mood disorder in the next generation (Brent et al., 2015) . A recent experimental study of n = 40 suicidal adolescents and 40 matched psychiatric controls suggested the use of antidepressant medication may reduce impulsive aggression (Bridge et al., 2015) .
An important, related issue, for parents is the relative importance of exposure to models of suicidal behavior leading to imitation by their child; a large population based study found that exposure to non-fatal suicidal behavior among siblings and parents (particularly mothers) increased the risk of suicide attempt in young adults more than exposure to familial suicide deaths. The degree of similarity between siblings appears important (Tucker et al., 2015) . However, the risk for suicide attempt among boys exposed to suicide paternal or sibling suicide was higher than for females (Marusic et al., 2004; Mittendorfer-Rutz et al., 2008) . A family history of DSH has also been association with DSH with intention to die (Hargus et al., 2009) . Overall, it appears that suicidal behavior runs in families via both genetic inheritance and modeling. It is difficult to estimate the absolute contribution of these factors given the differing methodologies used to date.
The focus on familial exposure to suicidal behavior does not discount or preclude the importance of peer exposure and contagion, but is outside the scope of this review (for example see de Leo et al., 2008) .
Survivors of parental suicide
Some authors have sought to develop theoretical models to aid thinking about highlighted the theme of repeated abandonment experienced both prior and subsequent to the suicide of a parent, which was exacerbated when the family was (Ratnarajah et al., 2008) . In addition, these families may have experienced significant disruption prior to and/or after the suicide due to poor parental mental health of the deceased, marital problems, financial difficulties and general instability (Cerel et al., 2008; Kuramoto et al., 2009) .
A recent systematic review identified nine studies on the impact of parental suicide on psychiatric and psychosocial outcomes of their offspring (5/9 studies were conducted post 2000). The smaller cross sectional studies yielded mixed findings but suggested an increase in anger, shame and anxiety. The larger casecontrolled studies reviewed found increased risk for suicide and bipolar disorder and a greater risk if the parental suicide occurred during early childhood ADDIN EN.CITE (Kuramoto et al., 2009 ).
Gay, lesbian, bisexual or transgender status
Young people who identify as gay, lesbian, bisexual or transgender (GLBT) appear to be at greater risk of suicidal thoughts and self-harm attempts. In the Minnesota Student Survey of 21,927 sexually active 9 th and 12 th grade students, 2255 (10%) reported same gender sexual experiences of whom 52% reported having thought about suicide and 38% reported a suicide attempt significantly more than the rest of the sample. Perceived family connectedness, adult caring and school safety significantly protected against suicidal ideation and attempts but GLBT young people reported significantly lower levels of these factors
(Eisenberg et al., 2006). Similarly, in the National Longitudinal Study of Adolescent
Health, (wave 3, n= 11,153, 18-26 years) GLBT men and women had higher rates of suicidal thoughts, partially mediated by lack of parental support (Needham et al., 2010) . In a smaller study of health and adjustment in 245 GLBT young people aged 21-25 family acceptance (based 2-4 hour in-depth interviews) predicted greater selfor behaviour (Ryan et al., 2010) . It may be that gender orientation and/or identity per se account for only a small proportion of variability in suicidal ideation and attempts, with risk largely mediated through the presence (or not) of protective factors such as perce by gender with males being particularly vulnerable (Lucassen et al., 2015) .
Multiracial status
Schlabach (2013) used data from Wave 1 of the National Longitudinal Study of Adolescent Health (see earlier) to explore well-being amongst multi-racial adolescents. Multiracial adolescents experienced more negative social and from mono-racial backgrounds. Outcomes were worse for multiracial adolescents where it was the mother who was from the minority group although a smaller, clinical study did not reflect these findings (Joe et al., 2007) . A study of 226 Latina adolescents echoed an earlier finding that familialism reduced family conflict, enhanced self-esteem and was protective against suicide attempts (Kuhlberg et al., 2010) . A small study highlighted the interplay between family communication problems and with acculturation leading to social isolation among those who made a suicide attempt (Gulbas et al., 2015) echoed by meta-analysis suggesting that a mismatch in cultural identity and intergenerational cultural conflict within families is associated with poorer mental health (Lui, 2015) . These studies are all from the US and research findings do not always translate from one culture to another.
However, it seems unlikely that issues of race or ethnic discrimination would not also be relevant to UK youth, and therapists should always attend to issues such as this.
Parental characteristics
Parental mental illness
Having a parent with a mental illness increases the risk of suicidal behaviours among their offspring (Beautrais, 2000; Bridge et al., 2006) ; a large Danish case control study suggests the population attributable risk for paternal psychiatric admission is 3.9% and 6.4% for maternal psychiatric admission (Agerbo et al., 2002) .
Maternal depression is associated with increased rates of suicidal beahviour among offspring and may also have an adverse impact of treatment outcomes (Melhem et al., 2007) . Parental schizophrenia is a chronic, major mental illness which doubled the risk suicidality amongst offspring after accounting for the impact of SES, suicidal behavior by parents and mental illness in offspring in a large case controlled study in Swedin (Ljung et al., 2013) . These authors suggested that emotional and environmental effects of living with a parent with major mental illness are over and the above the inherited genetic risk (Ljung et al., 2013) .
Like a number of other parental behaviours, exposure to parental intoxication increases the risk of suicidal behavior among adolescents even after controlling for adolescent drinking patterns, particularly among younger compared with older adolescents (Rossow et al., 2012) . The effects of exposure to parental risk factors on the risk of suicidal behavior appears to be multiplicative (Christiansen et al., 2011) .
Parental sexual abuse
Parental who have experienced sexual abuse as children have increased suicidal behavior in their own children. It is postulated to operate through several mechanisms including increasing the chance of offspring experiencing abuse themselves, increased rates of impulsive aggression and higher rates of mood disorder. Parental CSA may also affect the quality of the attachment and parenting experience (Melhem et al., 2007) .
Survivors of child suicide
Parents bereaved by suicide actively consider their child to still be a part of the family (Maple et al., 2013) . A longitudinal cohort study of relatives bereaved by suicide 8-10 years suggested that loosing a child to suicide increases the odds of developing complicated grief, characterised by preoccupation with the deceased, avoidance, irritability, suicidal ideation and psychiatric comorbidity, compared with loosing a spouse or other first degree relative (de Groot et al., 2013) . A small (n = 135) community based longitudinal study of parents bereaved by violent or suicidal death of their child found that mothers perceived their families to be more flexible and fathers less close two years after the death than non-bereaved families . However, clinicians should remain alert to the hereogeneity of this population (Miers et al., 2012; Mitchell et al., 2009 ) and the mixed findings about outcomes (Brown et al., 2007) and efficacy of bereavement interventions Pfeffer et al., 2002; Sakinofsky, 2007) .
Parental reactions to suicidality
Parent reactions to non-fatal suicidal behavior of their child vary and include distress, worry, guilt, shame, uncertainty, a sense of responsibility (McDonald et al., 2007) and a generally strong sense of negative emotion (Rissanen et al., 2008) .
Qualitative studies suggest that parents experience self-harm by their child as extremely disruptive to their relationship and a challenge to usual methods of discipline (Byrne et al., 2008 ). An interesting qualitative study of survivors of suicide deaths in the UK found that family members often struggled with their responses to earlier non-fatal suicidal behaviour for multiple reasons including; communication was often oblique or mixed, support people tended to focus on positive aspects interactions or behaviour even when their overall behaviour of their loved one was becoming increasingly unusual and they had serious concerns about rupturing relationships by taking more assertive action or involving others in providing care or support (Owens et al., 2011) .
Parents in a small qualitative study in Ireland expressed the need for support, enhanced knowledge about suicidal behavior, parenting skills and strategies for managing future self-harm (Byrne et al., 2008) . For some families a suicide attempt will precipitate increased utilization of mental health services (Chan et al., 2009), particularly for vulnerable boys (Maschi et al., 2010) . However, this may conflict with the general developmental trend for the adolescent of increasing autonomy (Wilson et al., 2011) .
Wider systems issues
Bullying A large longitudinal twin study in the UK of 1,116 twin pairs born suggested that more than half of those who had engaged in self-harm at age 12 years, were victims of frequent bullying. Bullied adolescents who engaged in self-harm were more likely than bullied non-self-harming participants to have been exposed to familial suicidal behavior, to have co-occurring mental health problems and experienced physical abuse (Fisher et al., 2012) .
A cross sectional study was conducted with 3,881 15-17 year old adolescents where life-style factors were examined (McMahon et al., 2010) . School-related factors (bullying and school work difficulties) featured strongly in the risk factors for boys self-harming, while interpersonal factors were more important for girls.
However, the cross sectional nature of the study makes it difficult to draw conclusions about causal relationships between school problems and self-harm in boys. Using a large-scale survey sample (n=8,342) in a cross sectional design, (Wang et al., 2012) 21% of the Chinese student participants had experienced bullying during the past 12 months. The results indicated that victimization was significantly correlated with suicide attempts, leading the authors to conclude that full consideration of social and environmental factors needs to be researched to target bullying behavior in Chinese schools. Students who perceived low levels of parental caring were more likely to be bullies and that bullies were more likely to have experienced suicidal ideation. A longitudinal study of 2,141 children assessed at ages 5, 7, 10 and 12 years found that being exposed to recurrent bullying predicted higher rates of self-harm, even when low IQ, pre-morbid problems and family risks were takeninto account (Fisher et al., 2012) . However, from intial sample of participants only 62 (2.9%) self-harmed, which means the size of the association between bullying and self harm may be biased. A smaller study was conducted in West Bengal, 199 13-15 year old, male students were recruited to compare mental health and violence related issues in urban and rural areas (Samanta et al., 2012) .
The authors found a higher rate of bullying and violence in the urban group, who also reported a higher rate of suicidal thinking. However, due to the cross-sectional design and small sample size, inferences cannot be made on about the causal relationship of these two factors. Espelage and De La Rue (2012) reviewed the literature on the impact of bullying in school, finding it to be a complex issue shaped by the school environment.
These studies seem to suggest victimisation from bullying, among other factors can be a significant risk factor for some young people and thus should always be explored in therapy sessions as a possibly significant factor.
Educational experiences
Adolescents who have limited educational achievement are at an increased risk of suicidal behaviour (Beautrais, 2000) . Although a survey sample of 9,142 adolescents aged 11-18 years found no main effects of school relations, they reported that positive relations at school were associated with a positive parent relationship being more protective for boys with have a history of attempted suicide (Kidd et al., 2006) . In a cross-sectional study, Fleming et al., (2007) n= 9,570 secondary students completed t N ) A H "
rates of suicide attempts. Sun and Hui (2007) asked 1,358 Chinese adolescents between 11-16 years to complete a questionnaire to investigate family, school, peer and psychological factors that contribute to adolescent suicide ideation. Academic pressure was not significantly correlated with depression and suicidal ideation, -esteem, which acted as a significant mediator of suicidal ideation.
In a survey study of 2,722 adolescents between the ages of 14-18 years, attempted suicide was related to low academic motivation (Flouri et al., 2002) .
Answers to open ended questions put to 6,020 pupils aged 15-16 years were thematically analysed in a large community study (Fortune et al., 2008) . School examinations were mentioned by 13% (382) of respondents and in agreement with the previously outlined studies, the pupils indicated support in school to manage these concerns could be a protective factor against suicidal phenomena.
Household economics
Coming from a low-income family increases the risk of suicidal behaviour among children and adolescents (Beautrais, 2000; Engstrom et al., 2004) . Recent support -report data; finding lower levels of parental education and lower family income were significantly associated with higher rates of children engaging in non-suicidal self-injury (Baetens et al., 2014) . However, findings from an earlier longitudinal study conducted in Denmark that "E" reduced and became non-significant when family history of mental illness was taken into account (Agerbo et al., 2002) indicating possible mediating factors may be influencing SES as a risk factor in self-harm/ suicidal behaviour. Furthermore, Kerr, Owen and Capaldi (2008) also examined the impact of low SES in childhood on risk of suicidal ideation, finding that for the boys/men they studied, past suicidal ideation increased risk of reoccurrences of suicidal thinking beyond the effects of vulnerability factors such as low SES, claiming this as a less important risk factor in suicidal thinking.
A few clinically relevant studies have explored possible explanations for the association between low SES and self-harm/ suicidal behaviour. Yoder and Hoyt, (2005) found economic pressure was significantly related to parental depressive symptoms which led to parental hostile behaviour, and was associated with adolescent low self-esteem and depression that in turn was related to suicide ideation. These findings suggest economic pressure is indirectly related through family factors to suicide ideation. However, the cross sectional design of this study may mean that interpreting causal relationships between the factors is not possible;
it is equally conceivable that economic pressure could be caused by parental depressive symptoms resulting in their inability to gain lucrative employment.
Other factors observed to be connected to a family s SES that had an impact on suicide rates of adolescents included geographical mobility. Haynie, South and
Bose ( in part due to a higher chance of adolescents associating with suicidal others.
Factors that influence treatment response
The experiences of adolescents and family members who present to the 
Conclusions
The aim of this narrative review was to summarise family factors associated with self-harm by adolescents, which might be amenable to intervention using family therapy. Suicidal behavior among adolescents represents a culmination of factors within both the child and family (Sourander et al., 2006) and can represent a significant challenge to family therapy due to the complex and multifaceted nature of the presentation and the anxiety that suicide risk often creates.
The epidemiological evidence on the importance of family-factors for adolescent suicidal behavior is relatively robust; however, these studies tend to analyse the presence of risk factors in a discrete way and this information can be hard for practitioners to translate into clinical directions for a family in front of them. In this narrative review we have attempted to examine these family factors in more detail, and include studies which although less methodologically robust, contribute more nuanced perspectives on the therapeutic needs of this population. Brent et al., (2013) caution that in this area of research the risk of shared method variance where predictor (e.g., depression) and outcome (e.g. selfharm) variables are measured using similar methods, as are potential mediators (e.g., parental function) is high.
The current literature indicates that suicidal behaviour runs in families; this risk is over and above the heritability of mental illness between generations (Brent et al., 2002; Cox et al., 2012; Mann et al., 2005) . Bereavement by suicide, and the natureof the relationships with the deceased prior to their death can have a profound effect on families.
Families are not always aware of, or have the capacity to respond to, the suicidal behavior of their offspring, particularly in families with low levels of social support and this may need to be addressed as a primary therapy goal. Reactions to self-harm by parents include a range of strong, and often negative emotions.
These feelings may be exacerbated by experiences of Emergency Department care, which many patients who have self-harmed and their families perceive as unhelpful, stigmatizing, dismissive or disrespectful.
The focus of family-orientated treatment with this population should focus on maximizing cohesion, attachment, adaptability, family support, and parental It should also be remembered that although self-harm confers a greater risk of further self-harm and subsequent death by suicide, the majority of adolescents who self-harm will grow up, will leave suicidal behavior behind as they enter adulthood and achieve some functional separation from their families whom they found distressing (Sinclair et al., 2005) . Records screened (n = 3,326)
Records after duplicates removed (n = 3,324)
Full-text articles excluded, with reasons (n = 30) Prevalence data only = 10 Opinion not peer review = 6 No data on suicidal behaviour focus on other symptoms = 6
Duplicate publication = 1 Young adult focus = 5
Included Eligibility Screening Identification
Additional records identified through other sources (n = 2)
